DISCUSSION.
Dr. HERBERT WILLIAMSON said that it was an interesting specimen and whatever name was given to the appearances here seen the condition was little if anything in common with the ordinary fatty degeneration of muscle and connective tissue cells.
Last year Mr. Brockman and he read a paper before that Section upon a similar case, under-the title of " Fibro-myo-lipoma of the Uterus," and gave reasons for rejecting the views put forward by Dr. Lockyer in his classical work on " Fibroids and Allied Tumours." They re-examined Dr. Lockyer's specimen and concluded that the large fat globules were not within but were lying upon the muscle fibres and had been dissolved out of the lipoma cells in the preparation of the sections. Dr. Williamson saw no difficulty in accepting the view that the fat cells originated from the connective tissue cells of the fibroid, because the development of sarcoma cells from the muscle fibre& had already been proved. The question, however, was not definitely settled, for no one had yet succeeded in discovering in these tumours forms intermediate between the typical fibrous tissue and the typical signet-ring fat cell.
Mr. PALMER said that his experience in cutting sections of the fatty fibroid shown was the same as that of Dr. Williamson in cutting sections of other similar tumours. The fat globules invariably spread over the section and at first sight appeared as though they might be in the muscle cells, but examination showed that the fat globules were actually lying on the section and that the muscle cells contained no fat. They had not1 seen any transition forms in this tumour. The connective tissue cells, which contained fat, were completely filled by a single large globule. They used the term " Lipomatosis " because the microscopic picture closely resembled that of connective tissue cells in other regions when they were completely infiltrated by fat.
The PRESIDENT said that demonstration of the structure of this rare tumour had been excellent, and he agreed with Dr. Russell Andrews in his interpretation; his own opinion was that in this instance fatty degeneration of the fibroid might be excluded.
Dr. ANDREWS (in reply) said that he thought that in his tumour the process was too far advanced for one to expect to find transition stages of deposition of fat in the connective tissue cells. To prove that the condition was one of gradual deposition of fat in the connective tissue cells it would be necessary to examine a tumour in which the change was not so far advanced. Acute Puerperal Salpingo-peritonitis. By ALECK W. BOURNE, M.B., B.Ch, F.R.C.S. THIS paper is a record of personal observations of a disease of which I have seen and treated many examples during the last year or so. It is necessary to explain the name I have adopted for a well-known condition. "Salpingitis " is not enough, while "salpingo-o6phoritis" is often wrong, especially early in the disease, but "salpingo-peritonitis " duly emphasizes the essential peritoneal factor in the pathology and treatment. Further, I am chiefly concerned with acute salpingitis, occurring in a previously healthy tube, which appears to me to be more common than is generally supposed, and which gives rise to tthe characteristic clinical picture about to be described.
If the condition is an exacerbation of previous tubo-ovarian disease, such chronic changes must of necessity have been slight for pregnancy to have occurred, and any such exacerbation largely takes on the form of an acute suppurative salpingitis of recent origin. Acute puerperal salpingitis differs in so many aspects from that of non-puerperal origin, particularly as regards the physical signs and treatment, that it should be considered as a, separate disease.
The general physiological state, together with perhaps an altered resistance at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from to infection, are important factors, distinguishing the puerperal from the non-puerperal woman, but the fundamental difference which is responsible for its individual consideration is anatomical; it lies in the peculiar anatomical conditions of the abdomino-polvic organs during the first fortnight after labour. Essentially, the tubes are abdominal and not pelvic organs, and they are usually affected before they have reached their normal positions ini the pelvic cavity.
By the end of the first week when symptoms are generally manifested, the tubes lie at, or just above the pelvic brim, in relation with the iliac vessels, while the ovaries are placed below, just within the pelvis, and applied to its lateral walls. The former are, therefore, outside the limitation of the pelvic basin, and are surrounded by coils of small intestine; this considerably alters the results which will follow the escape of pus from the abdominal ostia, as compared with a similar tubal condition in which the tubes are lodged within the pelvic cavity. In the latter case, as is well known, the resulting abscesses are strictly circumscribed in the pouch of Douglas, and the whole inflammatory area tends to be roofed in and delimited by the omentum or small intestine. General extension of the infection into the abdominal peritoneum is unusual, and the symptoms and signs are correspondingly localized. Resolution is a frequent result, the patient recovers without operation, and may regain a fair -state of health. But conditions differ in puerperal salpingitis. The abdominal situation of the tubes is the cause of an abdominal as opposed to a pelvic peritonitis, since it allows the outpouring of pus amongst the coils of small intestine at or just above the level of the sacro-iliac joint, and herein lies the essential difference between the two varieties of salpingitis, a difference which is manifest as much in the physical signs exhibited as in the treatment required. Further, the hypertemic condition of the uterus and appendages during the puerperium will also share in modifying the gravity of the symptoms and the rapidity of their course.
The involution of the uterus appears to be arrested in all these cases at a point at which the fundus extends about halfway between the symphysis and the umbilicus. This may be due to the presence of infection within its cavity or possibly to a neighbouring active suppuration in the tubes, but the important result is that the tubes are maintained at their high level at or above the brim of the pelvis for a considerable time after the inception of the disease. Moreover, the large uterus nearly fills the pelvic cavity and affords a fixed point comparatively high up in the abdomen proper for the development of adhesions with other parts.
The morbid anatomy is well seen when operation is undertaken in the acute stage. The tubes are seen to be greatly congested and oedematous, especially the ampullary portion, while the fimbrice are protruding, and the ostium is discharging pus. The isthmus may appear to be quite normal or swollen to a less extent. Any adhesions at first are light and easily separated, often being due to flakes of recent lymph, and chiefly involving adjacent coils of small intestine and part of the caecum or pelvic colon.
The abdominal ostium frequently opens into a small abscess cavity walled in by the adherent coils and situated at first just in front of and above the sacro-iliac joint. Later, when suppuration has extended, it tends to pass forward along the brim of the pelvis towards the uterine cornu, and is shut in from above by the omentum; or the pus may even come into relation with the abdominal wall, and I have seen eruption of the abscess through the parietal peritoneum into the layer of fat beneath the rectus.
It is noteworthy that the pouch of Douglas early becomes obliterated in nearly every case by a light adhesion of its anterior and posterior walls, extending to the depths of the fossa, and eventually preventing the formation of a deep abscess. This point is of considerable importance both as regards the physical signs and the technique of the operation, for it is in sharp contrast to the condition present in ordinary non-puerperal salpingitis, when inflammatory collections appear at the lowest part of the pouch. In puerperal salpingoperitonitis invasion of the pouch of Douglas is secondary to the extension of pus from the primary focus at the ostium of the tube as it burrows from above downwards along the postero-lateral wall of the pelvis. It is only at the delayed operations that the fossa is found to contain an abscess, and then not in its depth, but spreading from the infected ovary. Similarly the uterovesical pouch may be effaced in whole or part by the adhesion of the bladder to the anterior uterine wall.
A secondary condition sometimes found in cases operated on at a later date is a cellulitis of the upper part of the broad ligament which has spread forward from the mesosalpinx to involve the tissue beneath the round ligament. Under these circumstances the upper part of the broad ligament becomes an indurated dome-shaped mass, limited behind by the tube and in front by the round ligament, presenting an upper triangular surface having its apex at the uterine cornu. Later the infection affects the cellular tissue in front of the round ligament, which then takes up a position riding over the convex surface of the cellulitis. It is common also for the inflammatory process to extend over the pelvic brim into the iliac fossa, and also along the infundibulo-pelvic ligament as in ordinary parametritis. A mild degree of cedema is common in the mesosalpinx in the earliest cases, but it may be the forerunner of an extending cellulitis, as I have stated. When suppuration occurs here it tends to point just external to the uterine cornu in the angle between the round ligament and the tube. It is this which sometimes accounts for the firm adhesion of the uterine c-ornu to the omentum or abdominal wall, and furnishes an important physical sign in the shape of a localized point of exquisite tenderness just external to the lateral edge of the uterus.
Suppuration of the ovary can arise in three ways. First, it may be a late result of acute purulent s;alpingitis after adhesion with it has occurred, as is commonly seen in the goniococcal cases; secondly, it may be an exacerbation of an old condition of salpingo-oophoritis; and, thirdly, it may proceed from the wall of the gut by direct extension. This is the only explanation I can give of a case upon which I recently operated. The tubes in this patient were perfectly normal, lying just above the pelvic brim, but the left ovary, which was not the subject of old inflammation or adhesions, was fixed by its convex border to the pelvic colon, which, at this point, was indurated and cedematous. On separating the two a small collection of about half a drachm of pus was liberated. Evidence of the gut as a direct channel of infection is also supplied by another case of suppurative salpingo-peritonitis, where Bacillus coli was grown only from the peritoneal abscess, and not from the tube or uterus, which yielded streptococcus and gonococcus respectively. The spread of pus infection to the normal ovaries is a serious matter, as it is difficult to eradicate when once established, short of removing the organ. Moreover, it is ovarian infection in these cases which is the starting point of a descending suppuration. The first mass that can be felt by vaginal or rectal examination is the infected ovary surrounded by adherent coils or omentum. From this initial peri-ovarian abscess pus spreads downwards to form a collection in the para-rectal fossa. Later the ovary can be felt as an enlarged mass due to its containing an intra-ovarian abscess.
The subsequent morbid anatomical changes can be studied during the delayed operations. Then it is seen that the chief change has been the formation of dense adhesions involving all the pelvic organs together with the omentum and intestine. Rspecially are the tubes and ovaries firmly bound down to the large uterus and pelvic brim. Suppuration tracks in all directions, causing large peritoneal abscesses, and the ovary may be converted into a large pus sac. General suppurative peritonitis appears to be rare as the result of purulent salpingitis, though we know that it is not uncommon in trauma of the uterus in labour or abortion, and it is sometimes seen in septicaemia.
The bacteriological examinations of my cases have been too few to justify any conclusion in this respect, but four cases have all grown streptococci, with gonococci once, and Bacillus coli also.
Regarding the cause of the disease we know that it is due either to extension of organisms along the tube from the infected uterus, or to an exacerbation of previous salpingo-oophoritis, which must necessarily have been only slight in degree, or unilateral. That extension of organisms does frequently occur is certain, and is easily understood. But I believe that the disease is sometimes caused by organisms that have lain dormant for a long time in otherwise perfectly normal tubes, and the following case proves this.
Some two years ago a patient underwent a Caesarean hysterectomy at the commencement of labour, deliberately undertaken by Mr. C. W. G. Bryan at St. Mary's Hospital. The tubes were divided and ligatured in the ordinary way at the uterine cornua. The convalescence was normal and undisturbed till the end of a week, when she developed signs of acute lower abdomen illness. We reopened the abdomen together, and found both tubes in a state of acute purulent salpingitis, with pus leaking from them into the usual peritoneal abscess cavities situated around the abdominal ostia. The tubes showed absolutely no trace of old adhesions, and the fimbria were separate and protruding around the ostium as a result of cedema. Moreover, Mr. Bryan assured me that there was at the first operation no sign of salpingo-oophoritis.
This case proves conclusively that the disease can arise entirely independently of post-partum uterine infection, for here there was no uterus at all; and also that potentially dangerous microbes can lie quiescent in an apparently normal tube. I believe also that, ordinarily, the tube can inhibit the growth of microbes within its lumen at ordinary times ; for instance I have succeeded in growing streptococci from the peritoneal abscess cavity around the tube and from the uterus, but have failed to cultivate a microbe from the pus within the tube in the same patient. But during the puerperium this defensive mechanism-if there be any, in fact-appears to deteriorate, and allow an outburst of organismal growth previously held in check.
The symptoms are those commonly complained of in an acute lower abdominal peritonitis, and therefore call for little comment. A few points, however, may be emphasized. Like acute appendicitis, pain precedes everything, and is rapidly followed by a slowly rising temperature becoming 1020 or 1030 F. on the third or fourth day, with a pulse following suit. Vomiting is not a feature in the early cases. An interesting and indicative symptom, occasionally present, consists in retention of urine or painful micturition. This is specially seen in cases in which a cellulitis has developed secondarily to the salpingitis involving the upper part of the broad ligament and extending forward beneath the round ligament to the neighbourhood of the bladder. If Section of Obstetrics and Gynecology 311 the patient is not operated upon there is a persistent fever with chronic pain and wasting; she slowly goes downhill, develops cardiac weakness, and becomes bedridden.
The physical signs require more detailed description. In the early stages the abdomen is not truly rigid, and there is nothing but tenderness fairly accurately localized to a point about 2 in. below and external to the umbilicusi.e., over the posterior part of the lateral brim of the pelvis. The fundus uteri can be felt rising about 2 in. above the symphysis. It may or may not be tender at first, but later it becomes so, especially if adhesions become attached to the cornua or if a secondary cellulitis develops.
After a week or more it is not unusual to find a mass in the hypogastrium to one side of the fundus uteri. Excepting cellulitis, which is felt immediately above Poupart's ligament, such a tumour is nearly always due to adherent omentum and coils of distended gut. Later, as suppuration spreads, there is true rigidity and tenderness of the whole hypogastrium, with extension upwards over the ovarian veins, if thrombosis of these vessels has taken place.
By way of the vagina the signs are difficult to appreciate, for the primary changes are not in the pelvis and the gentlest manipulation causes pain. The uterus can be felt enlarged, with limited mobility soon developing, and later complete fixity. In the first few days it is symmetrically disposed in the pelvis, but later it mav be displaced laterally by secondary cellulitis, and the displacement is towards the side which is affected.
During the first week there may be little or nothing felt in the lateral fornices, but later an indefinite tender mass can be felt very high up in the postero-lateral region which is largely made up of the ovary surrounded by adherent coils enclosing pus. The accessible part of Douglas's pouch seldom, if ever, contains anything, though by the vagina the posterior portion of the lower part of the uterine body may give the impression of a tumour, because it tends to bulge backwards immediately above the cervix. By far the best palpation of the pelvis is obtained by rectal examination. High up on one or both sides the early composite swelling can be made out fairly early, becoming larger and more distinct as time passes.
A swelling high up in the broad ligament disturbing the position of the uterus is probably a mass of secondary cellulitis.
The treatment of this disease is, perhaps, the most interesting part of its discussion. Whether or not operation should be done is a question less contentious than when it should be done. In the great majority of these patients there is no doubt that operation is necessary, for the condition is essentially one of suppurative peritonitis, which, unless relieved, will show no tendency to undergo spontaneous resolution. The condition is totally different, as we have seen, from the ordinary acute gonococcal salpingo-oophoritis where the whole process is confined within the limits of Douglas's pouch, and where also experience has shown that almost complete resolution is possible in the majority of cases. Moreover the peccant organism in puerperal salpingitis is frequently a streptococcus which the peritoneum is far less able to tolerate and suppress than the gonococcus. Further reasons for operating are that the tubes being subinvoluted, soft and distensible, are more liable to develop into pus sacs, while the involution of the uterus is permanently delayed, probably laying the foundation of a chronic hypertrophy. But the time' at which operation should be performed is the point which admits of difference of opinion.
My own view is that puerperal salpingo-peritonitis should be operated upon as early as the diagnosis is established, and the reasons upon which this opinion is based are as follows:
(1) If radical treatment is delayed the general condition of the patient rapidly deteriorates. There is loss of flesh and strength amounting later to emaciation, with the danger of cardiac failure following subsequent operation as a dernier ressort.
(2) The ovaries, which at first are free from suppuration, are prone to develop small abscesses, and later become disorganized. When once the ovary has become the seat of a pus infection, it is extremely difficult to eradicate it without removing the whole organ. And if such an ovary is left in situ it becomes a source of chronic pelvic trouble.
(3) With delay in operating the adhesions become tougher, and more difficult to separate; this involves risk to the gut, more extensive raw areas, and more time to complete the operation. Strong adhesions entail a serious additional risk to the operation.
(4) The tubes become thoroughly disorganized and incapable of repair. The delicate ciliated epithelium is desquamated, granulation tissue takes its place and the walls become permanently thickened. The tube as a whole becomes densely adherent to the ovary, the uterus and lateral wall of the pelvis. Removal of such a tube may be an almost impossible task without injury of the gut or -even ureter, and yet if these appendages are left in situt the patient's convalescence may drag on for months or even a year with a chronic sinus and emaciation.
(5) The peritoneal abscesses extend and may reach the abdominal wall, especially over the uterine cornua. In one patient upon whom I operated, the pus had actually tracked through the peritoneum and had formed an abscess in the panniculus beneath the rectus.
(6) Secondary cellulitis of the upper part of the broad ligament may develop if the condition is not relieved by operation. This sometimes goes on to pus formation pointing at the cornual angle. Cellulitis is a serious extra burden upon the patient; it delays convalescence, adds fresh possibilities of grave trouble because of its dangerous lines of extension; it tends to produce thrombosis of the ovarian veins, and is liable to leave behind a legacy of chronic pelvic pain.
Almost any one of these reasons is sufficient, but taken together they certainly make out a good case for early operation. The disease is quite different from acute gonococcal salpingitis, and the objections to early operations in this condition do not obtain here.
The operation itself should be done with great care, and sound judgment to determine the exact procedure required by each individual case is necessary. After the abdomen is opened and the cut edges of the peritoneum clipped to towels the upper part of its cavity must be thoroughly packed off by gauze in the usual way. Obstructing adhesions are then separated and the region of the abdominal ostia of the tubes is sought as it is here that a peritoneal abscess will most likely be found. Great care should be taken not to disturb the light adhesion which has probably obliterated the pouch of Douglas and possibly also the utero-vesical pouch. The tubes and ovaries are inspected to note particularly whether the infection is entirely recent, or whether there is evidence of old inflammatory trouble. In the former case the ostium will still be patent, surrounded by cedematous fimbriam and if the tube be gently squeezed pus will exude from its open end.
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Now such a tube is a potential pus sac but at the same time it still possesses a mucous membrane, capable of restoration to a functioning condition, provided that operation is undertaken during the first few daysthis point can easily be demonstrated microscopically. Therefore, to leave the tube alone is to invite chronic inflammatory changes, perhaps a pyosalpinx, with their train of chronic pelvic symptoms, whereas removal of the tube at this stage is too radical a measure for an organ which is capable of complete restoration. The via media, and correct surgical treatment, I believe, lie in permanently laying open the tube in order to drain it. Scissors should be made to enter at the ostium and the ampulla. This procedure is exactly comparable to the laying open an ill-draining abscess cavity with the object of terminating the suppuration and preventing further damage by the continuance of a subacute inflammation set up by the presence of pus under a certain degree of tension. The ostium, while it remains patent, is incapable of affording free drainage of tubal contents, and, as in septic infections, the fimbrime soon adhere and close the opening. Salpingostomy immediately destroys the tube as an abscess cavity, but does not destroy it in its capacity as a future ovum-bearing channel, provided that it is done at an early stage of the disease. Further, by checking the suppurative and inflammatory processes within the tube not only is a pyosalpynx rendered impossible but there is no longer a tendency for the formation of chronic interstitial salpingitis with permanent closure of the ostium and complete destruction of the ciliated epithelium.
I have recently had occasion to learn that an acutely suppurating tube can undergo complete resolution after calpingostomy. A patient in whom I carried out this operation on the left side at the Willesden Municipal Hospital developed pneumonia and died about a month after. At the autopsy I found that this tube had completely resolved. It had shrunk to the normal size, and its gutter was lying open, while it had contracted absolutely no adhesions. This was in spite of a small chronic abscess holding about half a drachm of pus between the ovary and lower part of broad ligament. I was much impressed by this case, as originally the tube was in a condition of acute suppurative salpingitis, from which streptococci were cultivated.
If, however, the tubes and ovary show signs of former inflammation and are bound down and give no promise of ever being able to function again, they should be removed in the ordinary way. Otherwise they are liable to furnish chronic foci of suppuration and the patient's convalescence is immensely prolonged. The delayed operation-i.e., performed after two or three weeks-may be difficult and dangerous on account of the appendages being enveloped in very dense adhesions. There is now little hope of saving the tubes; in fact, it is usually necessary to remove them to ensure a reasonably quick recovery. Mere drainage of the peritoneal abscess cavity is not sufficient.
Secondary cellulitis of the upper part of the broad ligament should be incised radially from the cornu between the round ligament and the tube, and explored by a sinus forceps. Pus is frequently found, but if not the escape of serum and cedematous fluid materially hastens subsidence.
Before closing the abdomen the suppurating areas should be drained. The general principles, therefore, in operating on acute puerperal salpingoperitonitis are to employ conservative measures on structures in an acute condition in order, first, to save them and, secondly, to prevent chronic changes developing in them; but to deal radically with acutely inflamed and seriously damaged appendages in spite of dense adhesions which may be present. In this way much can be done to conserve function, to prevent chronic disease And to provide for a reasonably quick recovery to normal health.
The PRESIDENT said that he recalled his own early experienices as an operator in three of these rare cases, after delay and the forlm-ation of dense adhesions. The morbid condition had always been rare: it was niow almi-ost unknown. Mr. Bourne had described its pathology and clinical feattures correctly and he (the President) had long been convinced of the need for a proimipt operatioh with the more conservative prospect Mr. Bourne had indicated.
